W hilst there is a significant body o f research on the outcomes of problem-based learning (PBL) programmes ( Albanese and Mitchell, 1993; Vernon and Blake, 1993), there is little information regarding the outcomes of community-oriented programmes (COL) for nursing stu dents. Between 1994 and 1997, four university schools of nursing implemented problem-based, community-oriented learning (COL) programmes. This research sought to describe, evaluate and com pare the outcom es of graduates from these four universities with graduates who had followed conventional programmes. R esearch objectives. These were to describe and ex plore the incorporation of illness prevention and health promotion of graduates from PBL/COL programmes and non-PBL/COL programmes in South Africa, as described by the graduates and their supervisors. Secondly, to describe whether and how the graduates from PBL/COL and non-PBL/COL programmes engaged themselves in continued learning.
R esearch objectives. These were to describe and ex plore the incorporation of illness prevention and health promotion of graduates from PBL/COL programmes and non-PBL/COL programmes in South Africa, as described by the graduates and their supervisors. Secondly, to describe whether and how the graduates from PBL/COL and non-PBL/COL programmes engaged themselves in continued learning.
R esearch M ethodology. This was a qualitative evalua tion study, which is descriptive and comparative in na ture. In-depth interviews were held with the graduates and their supervisors about six months after com ple tion o f their training. Use was m ade o f M iller and C rabtree's (1994) Tem plate A nalysis Style and o f Benner's (1984) interpretative approach to analyze data. Analysis was done using the NVIVO com puter pro gramme. This programme was used to manage the cat egories which were developed with regard to each con cept as the analysis proceeded.
Findings.B oth the graduates and the supervisors ap peared to have difficulty describing activities relating to health promotion and illness prevention. Only three
Introduction
Although there has been a significant body o f research over the last two decades on the outcom es o f problembased learning (PBL) programmes (Albanese and Mitchell, 1993; Vernon and Blake, 1993) , very little could be found in the literature in terms o f the evaluation o f comm unity-oriented learning (COL) programmes. A COL programme aims to, amongst others, improve the functioning o f graduates in the field of health promotion and illness prevention.
In a study to evaluate how well nurses are prepared in traditional programmes for their health education role, Lat ter, Rycroft-Malone, Yerrell & Shaw (2000:1282) did a case study based project in three educational institutions in the UK. They looked at three aspects of this function as ap plied to m edication teaching; knowledge o f content to be taught, patient education knowledge and com munication skills. They found all three aspects to be problem atic. Nurses did not know the pharmacology well enough to teach patients, they did not know the evidence about pa tient education on which to base their teaching, and they had insufficient practice opportunity to integrate this skill into their practice. With regard to PBL programmes, one o f the stated aims is to create life-long learners (Little & Ryan, 1988:33) . Again, no outcome evaluation studies that address this aspect could be found.
Outcomes evaluation about these concepts are necessary, since South African nurses in Primary Health Clinics are expected to provide a com petent comprehensive primary level service after their basic nursing education. There has also been an increasing understanding that professionals should be self-directed learners, who are competent to con tinue their own learning after graduation. W hether this educational aim is realized has also rarely been evaluated.
Over the last few years, four nursing schools at different South African universities have im plem ented problembased (PBL) and Community-oriented (COL) pre-registra tion programmes. These are the University o f Natal in 1994; the University of the W itwatersrand in 1995; the University o f the Transkei (UNITRA) in 1997 and the Uni versity of the Free State in 1997. In all four PBL/COL programmes, implemented at the four universities, all nursing courses are taught using PBL, whilst all the other courses are taught conventionally. In all of them students spend significant amounts o f time in com munity settings.
Literature survey The concept of Community Oriented Learning (CO L)
Community based education can be seen as a means of achieving educational relevance to community needs and consequently of implementing a community-orientated edu cational program. It consists o f learning activities that use the community extensively as a learning environment, in which not only students but also teachers, members of the community and representatives of other sectors are actively engaged throughout the educational experience. It needs to be conducted wherever people live i.e. in rural, suburban or urban areas (W HO, 1987:31) . It is a process that aims to equip health personnel with the knowledge to be respon sive to the health needs of the people and to enhance the ability o f the health personnel to make an appropriate con tribution to the im provem ent of the health care system. The difference between a community-based and a commu nity-oriented curriculum seems to lie only in the extent to which either community-based learning activities dominate the curriculum. If more than 50% of the total clinical learn ing experiences are community-based, the curriculum is clas sified as community based. If there is a significant focus on community-based experiences, but the 50% level is not quite reached, it is a community-oriented curriculum. Richards and Phlop (1987) give more detailed criteria that one can use to evaluate a curriculum in this regard:
• The extent to which the guiding principles o f the school are community-oriented.
• The extent to which community-based learning forms part o f the clinical exposure of students.
• The degree o f com m unity involvem ent in the train ing program.
• The degree to which the school has organizational linkages with health services other than with hos pitals.
• The emphasis placed on knowledge and skills about community and population level assessment and intervention strategies. A simple, but very useful, definition is that of Eshleman and Davidhizar (1997:24) , which equates community-based education with health promotion and population-focused practice.
The motivation for C O L:
To achieve the goals of HEALTH FOR ALL, health provid ers and planners must fully know and understand the needs o f the population. They should have sound relationships with the people in their own context and thoroughly under stand the way that people work and live. CBE promotes a m eaningful assessment o f the com m unity's demographic, morbidity and mortality profiles and stimulates community participation and rational planning (Blecher and Frankish, 1995) . The interaction between the health of individuals and their environm ent is a subtle and complex interplay o f physical, biological and social factors. It is therefore necessary to have experienced the context to appreciate and understand thoroughly how illness and the hum an experience o f dis ease manifest themselves in different settings. It is also necessary to understand how to intervene in ways that are acceptable and efficient (University of Natal, 1991). The goal of CBE is to teach students in the areas in which they are potentially likely to work. This inevitably requires that students be taught in a rich variety o f contexts. South Africa with its diversity of ethnic groups and social classes presents a specific challenge. Teaching should take place in urban, peri urban, semi rural and rural areas. It should take place in situations ranging from elementary primary health care facilities to sophisticated tertiary hospital labo ratories. It could e.g. include attachment to an inner city health project, where substance abuse, or street children are a problem, or experience in an immunization programme in a rural clinic with serious cold chain problems. Ideally academic institutions should develop a network o f aca demic community health centers to com plem ent the exist ing hospitals. In the education of health professionals, experiential learn ing has always played an important role, and takes up a large proportion o f learning time. In many ways it seems to be more important than classroom learning with regard to attitudes and perceptions of students. It is therefore ex tremely important that community based care, in which the Primary Health Care philosophy can be actively dem on strated, forms a large part of this type of learning for nurses. To achieve this goal, the following principles have to be incorporated into the programme:
• Com m unity based student activities should relate to planned educational goals and both the students and the teachers must have a clear understanding o f the purpose of the activities and the expected results (WHO, 1987:45 ).
• The activities should be introduced very early in the educational experience so that the student will internalise comprehensive m anagement right from the beginning o f her training and it m ust continue throughout the educational program.
Community based activities must be viewed not as peripheral or casual experiences but as a standard integral and continuing part of the educational proc ess.
The students' work during training is thus 'real' work that is related to educational needs and also forms part of the requirements of the degree. Stu dents should not be seen, or see themselves, as visitors to community settings, but as full partici pants in the life o f the community.
The students must be fully exposed to the social and cultural environm ent and thus come to under stand the important elements of community life and the relationship of these elem ents to health related factors and activities (Carroll, Carter & Hayes 1993: 168) .
• The program must be o f clear benefit to both the student and the community. This implies that the community must be actively involved in the educa tional program (WHO, 1987:31) .
Health promotion and illness prevention:
In Novem ber 1986, the first international conference on health prom otion was held in O ttaw a, C anada (http:// www.hc-sc.ca/hppb/docs/charter). It built on the progress made through the Declaration on Primary Health Care at Alma Ata, and endeavored to create a sim ilar international consensus on health promotion.
In the declaration at the end o f the conference, health pro motion was defined as follows: "Health prom otion is the process of enabling people to increase control over, and to improve, their health. To reach a state of complete physical, mental and social well-being, the individual or group must be able to identify and to realize aspirations, to satisfy needs, and to change or cope with the environment. Health is there fore seen as a resource for everyday life, not the objective of living. Health is a positive concept em phasizing social and per sonal resources, as well as physical capacities. Therefore, health prom otion is not ju st the responsibility of the health sector, but goes beyond healthy life-styles to well-being." (http://w w w .hc-sc.ca/hppb/docs/charter).
Health prom otion actions are classified as follows: 1. Building healthy public policy: Health promotion policy includes diverse but com plem entary ap proaches including legislation, fiscal measures, taxa tion and organizational change. This action requires the identification o f obstacles to the adoption of healthy public policies in the non-health sectors, and work to remove them.
2.
Creating supportive environments: The inextrica ble links between people and their environment con stitute the basis for a socio-ecological approach to health. Changing patterns o f life, work and leisure have a significant im pact on health. The way soci ety organizes work and supports leisure should help create a healthy society. This action requires the systematic assessment of the impact on health of these spheres of life, the built environment, the natu ral environment and the social environment. Strengthening community action: Health promo tion works through concrete and effective com m u nity action in setting priorities, making decisions, planning and implementing decisions to achieve better health. At the heart of this action is com m u nity development and empowerment. Developing personal skills: Health promotion sup ports personal and social development through pro viding information, education for health and enhanc ing life skills. By doing so, it increases the options available to people to exercise more control over their own health and to make choices conducive to health. Enabling people to learn throughout life, to prepare themselves for all o f its stages and to cope with chronic illness and injuries is essential.
5.
Reorienting health services: The health sector must move increasingly in a health promotion direction, beyond its responsibility for providing clinical and curative services. Health services need to embrace an expanded mandate that supports the needs of individuals and communities for a healthier lifestyle, and opens channels between the health sector and broader social, political, economic and physical en vironmental components (http://www.hc-sc.ca/ hppb/docs/charter).
W hile health promotion deals with a population focus, ill ness prevention often deals with individuals, families and high risk groups. Illness prevention takes place when peo ple at risk are identified, and measures are taken to prevent a specific illness or group of illnesses. It may take the form o f policies, especially around protective clothing and prac tices (e.g. universal precautions), education o f individuals or groups (e.g. informing pregnant women about the risk associated with smoking during pregnancy), and public health programmes, such as immunization or advocating the use of mosquito nets (Naidoo & Wills, 1994: 19) .
Purpose
The aim o f this research was to describe and evaluate the outcomes o f PBL/ COL programmes in nursing schools in South Africa in terms of community health nursing compe tence and continued self-directed learning and to compare the outcomes with those of graduates from conventional programmes.
The research objectives were to:
1.
describe the incorporation of illness prevention, health promotion and an understanding of the con text in nursing care of graduates from PBL and COL programmes and those from conventional schools of nursing in South Africa, as described by the graduates and their supervisors. 2 describe whether and how graduates from PBL/COL and conventional programmes were engaging them-selves in continued, self-directed learning.
students and language of teaching.
Definition of terms
PROBLEM-BASED LEARNING PROGRAMME: This is a process-focused type curriculum in which students work in small groups on integrated clinical problems presented in the form o f trigger materials on a sequence of patients. Students identify their own learning needs and address these, mainly through self-study, in order to solve the pre senting problems (Barrows, 1986) . COMMUNITY HEALTH NURSING PROGRAMME. In this study this will refer to the com petence o f graduates to in corporate the prevention o f illness and promotion of health into their practice, and to see health and illness in the wider context. COM M UNITY ORIENTED LEARNING: COL for health professionals refers to education which is focused on popu lation groups (aggregates) or individuals in the com m u nity, and which takes into account the health needs o f the community concerned (WHO in Hamad, 1991:16) . If more than 50% of the total clinical learning experiences are com m unity-based, the curriculum is classified as community based. If there is a significant focus on com m unity-based experiences, but the 50% level is not quite reached, it is a community-oriented curriculum (Barrows, 1986:482) . CONTINUED SELF-DIRECTED LEARNING: In this study self-directed learning will refer to graduates accessing learn ing resources (human, programmatic or material) to address their continued learning needs which they have identified themselves. CONVENTIONAL INSTRUCTION: This refers to contentbased curricula characterized by large group teaching mainly through lecture and dem onstration methods, and limited self-directed learning.
Research methodology
This was a qualitative evaluation study, descriptive and comparative in nature. In-depth interviews with graduates and their supervisors were done and data analyzed using a template based on the theoretical fram ework set out above. Five aspects were dealt with during the interviews, two of which (stages of practice and problem-solving ability) have already been reported elsewhere. This article deals only with the aspects of community health, self-directed learn ing and general comments on PBL/COL programmes.
The population was the graduates o f the four PBL schools and three conventional schools in the year under consid eration. All graduates who could be traced and were in the country were approached by mail to take part in the study, and everybody who responded positively was included in the sample. The same was done for three traditional uni versity nursing schools working in the same provinces. Each graduate was asked to identify a supervisor who had worked most closely with her/him. Both the graduate and the supervisor were interview ed once to obtain a descrip tion of the practice of the graduate. The non-PBL/COL group came from three universities com parable to the PBL/COL schools in term s o f catchm ent area o f students, race of Although authors usually recommend that outcome stud ies involve graduates 1 2 months after completion of a pro gramme (Clark, Goodwin, M ariani, M arshall and Moore, 1983:55; Stufflebeam, 1987: ) the researchers decided to use 6 to 9 months after graduation instead. This decision was based on the fact that the services in which graduates may work are so diverse, that after a longer period of time it would be difficult to discount the influence of the setting, and hence ascribe differences only to the programmes. Furthermore, many graduates leave the country after one year for overseas experience, and this might make it diffi cult to access a representative sample.
All graduates from the graduating class of each participat ing nursing school were approached by mail and invited to participate. If they consented by returning the signed agree ment, the nurse m anager at their workplace was contacted for permission to interview the graduate and her supervi sor. This was also done by mail, with a short proposal at tached. If the nurse m anager gave approval, the date and time for the interviews were set by the researchers.
The researchers each interviewed one group of graduates. The interviews were scheduled for times suitable to both, and were taped, transcribed and analyzed. In order to in crease the validity of the data, staff from different universi ties interviewed each other's students, so that graduates were not inhibited by having to talk to their own lecturers. The interviews made use of open-ended questions and the ones relevant to the aspects discussed in this article were: 1. How do(es) you/she/he integrate prevention and promotion into your practice? Can you give a re cent illustration? 2.
W hen last did something in the clinical area puzzle you so much that you went to read up about it? Tell me about it. 3.
Is there anything else you want to tell me? Each researcher analyzed the data of one group of stu dents. The Template Analysis Style described by Crabtree and Miller (1994) was used to analyze the data. This means that the concepts o f interest to the researchers as outlined in the research objectives were used as a prelim inary tem plate, but the researchers had the freedom to revise catego ries before interpretation. Categories with regard to each concept were created as the analysis proceeded, e.g. types of health promotion and resources used for self-directed learning. The interpretative approach of Benner (1984) was used, so that data was not broken down into small pieces, and the rich description of actual practice was not lost. Data analysis was done using the NVIVO com puter pro gramme. To increase the validity of the coding, researchers worked with the same code book, checked each oth er's coding and finalized the comparisons together. No gradu ates willing to participate were excluded, even though data saturation was achieved.
Ethical considerations
Permission to undertake the research was obtained from the Ethics Committees o f each of the four universities uti lising the PBL/COL approach in their curricula. Once the graduates had been contacted and they had agreed to par ticipate in the research, written permission to interview them and their supervisors was obtained from the health author ity at which they were working. At the tim e of interview, respondents gave verbal consent to be interviewed and they were reminded of their rights to withdraw from the study at any time and that should they not wish to answer any question they were free to refuse to do so. The inter views were conducted in a private setting with only the respondent and the interviewer being present any time.
Sample description
A total of 49 graduates were interviewed, of whom 40 were from PBL/COL programmes, and 9 from non-PBL/COL pro grammes. O f the PBL/COL group 25 were African, 2 Indian and 17 White, while 3 o f the non-PBL/COL group were African and 2 W hite. In the PBL/COL group 1 was a male graduate, and in the non-PBL/COL group 2 were males.
In the year in which these groups graduated, the following numbers of students graduated from the different PBL/COL schools: Free State 73 (sample 16 or 22%), Natal 24 (sample 10 or 42% ), W ITS 9 (sam ple 5 or 56%), and UNITRA 22 (sample 9 or 41%). Since this was qualitative research, a specific sample size was not decided upon. The sample does seem to be reflect o f the population o f PBL graduates from these four schools.
The majority of the PBL/COL group were working in pro vincial services (27), while two o f the non-PBL/COL group worked in this sector. Table 1 summarizes the areas in which the graduates were working. A total of 43 supervisors were interviewed. The highest proportion of graduates worked in specialist units (41%), but general units and midwifery units were also well represented.
Findings Community Health Nursing
There were many nurses and supervisors who described routines in answer to the questions related to health pro motion and illness prevention instead o f initiatives by the individual graduate. M ost respondents found this a diffi cult question to answer, and much prompting was neces sary before they even understood what was required. Only 13 examples o f health promotion were described by re spondents, while 75 examples o f illness prevention were described. O f these 53 came from the graduates and 30 came from the supervisors. However, the categories were substantially the same. There does not seem to be a differ ence between the involvement in these activities o f PBL/ COL graduates and non-PBL/COL graduates. (Refer Table   2 ).
Health promotion
Only three types o f health prom otion were m entioned by the respondents; increasing personal skills (5) mass edu cation (4) and creating a supportive environm ent (4 
Illness prevention
The two most com m on activities mentioned by both the graduates and the supervisors, in this area of practice were health education (55%) and medical-surgical asepsis (25%).
The health education practices mentioned pertained mainly to the fo llo w in g :
• pregnant women coming for antenatal care,
• patients with chronic conditions such as diabetes,
• pre-discharge education o f patients to prepare them for self-care at home,
• child care, e.g. infant feeding, care of umbilical cord,
• family planning. A UNITRA graduate reported that they observed that preg nant women used a traditional medicine called "isihlambezo" that resulted in precipitate labour. They felt that education was essential for pregnant women in order to reduce com plications, one o f which they observed as foetal distress.
So in order fo r the relapsing, you have got to get the fa m ily involved. So i t ' s a lot o f support and reassurance and giving out pamphlets. Putting them in touch with support groups and with the patients themselves, as well you have to teach the signs and symptoms because we all know when we start getting s ic k ,... When we educate the fam ily we educate the community because they are going to go back and tell their friends what they have learnt about schizophrenia or bipolar or w ha tever... (Graduate)
The examples o f vigilance in nursing care to prevent com plications also show a keen awareness o f the preventative role o f the nurse.
"A nd even during bath I ask people., we must, even i f it is a slight thing that we think is not going to help telling the sister about, you m ust try and report each and everything that you see on the patient Even i f the thing is stupid. M aybe it w o n 't be stupid when you (inaudible) and it m ight help the p a tien t' s health. " Interviewer: "Give me an example o f the small things that you think should be reported. " Graduate: "Even the bruises, people take it lightly that there is a bruise on the patient say the bottom. M aybe it was caused by a creased sheet, maybe i t ' s because you are not doing turnings and in accordance to the right proce dure. " (Graduate).

Contextual understanding
The responses from supervisors and graduates were pe rused for comments indicating that the wider context of the patient was taken into account during nursing care. In PBL/ COL programmes, one would hope to see graduates have a wider view on health and illness. A few graduates made comments that indicated that they took the context o f the patient into consideration during patient care. Such exam-pies included graduates referring to age, family situation, health habits and community characteristics.
"From the post-operative point o f view when they are go ing home, lfin d that I do spend a lot on patient education and looking through the community resources that they have in their own local communities to go home to, what signs and symptoms they can look for, say fo r suture infec tion. A nd that basically is my prom otion and prevention. " (Graduate).
Discussion
Respondents could identify many more incidents relating to illness prevention than o f health promotion. This might be related to the fact that very few o f the respondents worked in a Primary Health care setting, where such inter ventions can be expected to be more common. The envi ronments therefore were not conducive to a strong focus on health promotion. However, according to the Ottawa Declaration on health promotion (http://www.hc-sc.gc.ca/ hppb/phdd/docs/charter), the reorientation o f secondary health services is one of the m ajor strategies o f health pro motion. The fact that the graduates were mainly working in hospitals should therefore not have prevented activity in relation to health promotion.
The greater num ber of responses to activities related to illness prevention as compared with health prom otion may also be related to the fact that respondents had difficulty in com prehending and distinguishing between the two con cepts. It is true that most supervisors trained before com munity health nursing was incorporated into pre-registration training, but graduates also had difficulty with the con cept o f health promotion. This might be related to the con tinued em phasis on individual illness care and illness pre vention in many primary health care clinics, as opposed to truly aggregate-focused, comm unity-based health prom o tion. Carlisle, Luker, Davies, Stilwell& Wilson (1999 :1256 point out that in the UK Project 2000 was aimed at prepar ing nurses to deliver care in the new health environm ent of the new millennium. They then argued that their findings "begs the question as to whether these nurses are being prepared for an environm ent that does not exist in some organizations " (1999:1262) . The same question can also be asked about preparing nurses from a philosophy of pri mary health care, for a service, which in many settings does not function in the primary health care mode. As far as Illness Prevention is concerned, most examples focused on health education, medical and surgical asepsis, and prevention o f com plications through vigilance. This aspect o f nursing practice probably needs further explora tion. It m ight very well be that the deficiencies found by Latter et al (2000 Latter et al ( :1286 in the UK, are also applicable to the graduates from SA degree programm es, notwithstanding the PBL/ COL approach.
The fact that so few graduates were working in PHC set tings needs some comment. All four PBL programmes are also COL programmes, but only two out of the total o f 40 graduates from these PBL-COL programmes worked in PHC settings 8 months after graduation. One graduate said that she had tried to get a post in a clinic, but was told that there is a policy that graduates have to work 2 years in a hospital setting before they can work in a clinic. How general such policies are that put a barrier in the way of nurses who want to be community health workers, is not known.
Continued Self-directed Learning
In this section the PBL/COL group distinguished them selves by showing a questioning attitude. Both supervi sors and graduates commented on this attribute as charac teristic o f these nurses. The non-PBL/COL group also con tinued learning, but there was not the same strong em pha sis from these respondents on their general attitude to learning.
Resources for continued learning
The most common resource was their own textbooks. The example below is typical o f a graduate identifying an own learning need, and taking steps to address it.
"To be honest I was not aware o f how to diagnose fa c e to pu bis presentation. So I saw the need to go and visit the library. " (Graduate).
The graduates also made use o f other people such as doc tors and senior staff members as resource persons. "I f the doctor does something, you are not afraid to ask 'w hy?' I f you do not understand you say 'Please sit down and tell me exactly '. We are able to ask and are not afraid. We want to learn more about anything. " (Graduate). Some graduates also use the library, books made available in the units, the internet, continuing education in the work setting, and one had even done a short course in the time since graduation.
Attitude towards continued learning
The positive attitude o f graduates toward continued learn ing is reflected in the following two examples:
y month in the nursery (as a student) that was all we really d id n 't spend long in the nursery. Our training hospital didn't really have a nursery we ju s t did p o st natal care together. So in the nursery (where she worked after graduation) I was looking up a lot o f m edi cations fo r babies, side effects you know, M edications change all the time. We use different drugs completely and that kind o f thing I read up all the time. I think every day I go home and read something up. Learning all the time. " (Graduate).
There is a library here so I take out some new research books. They help you to learn new things. Even the doc tors help during rounds i f you tell them that "we are new -ju st qualified" (Graduate).
One graduate, however reported that they fe e l isolated because "During our training we were exposed to many things such as workshops, symposia. In-service education is scarce. I think this is going to dem oralise others". (Graduate).
Discussion
At this stage of their professional careers it would seem that the vast majority of graduates continue learning. They identify their own learning needs, and address these by using the resources at hand. Only graduates from the PBL group refer to learning to "keep up to date" and not just learning to address a gap in their knowledge or understand ing.
In this regard it would seem that the environm ent in many settings is not conducive to supporting the learning of graduates over the longer time. M ost o f them refer to their own textbooks. These would become obsolete within a few years, and are not good resources for current evidencebased practice. Already some of the graduates pointed out that libraries and other learning resources are totally ab sent where they work. It is all very well for educational institutions to encourage life-long learning for the health services, but it is incum bent on the health services to pro vide an environm ent which nurtures this ability and atti tude.
In the view o f m ost graduates and their supervisors, the advantages of PBL program mes far outweigh their weak nesses. M ost o f the advantages m entioned refer to the personal developm ent of the students. It would therefore seem that these program m es succeed in producing a per son who does not only know and can do, but a person who believes in her/him self, can work with other people, and can work in the system.
Additional Findings
The Q uality of supervisors' contributions
The descriptions by the supervisors were often very thin, either in terms of content, or in terms o f the attitude or insight they showed. Supervisors often seem ed to have little knowledge of the practice of the new graduate under their supervision. Since they were all identified by the gradu ates as "the supervisor working most closely with you", that means that in reality very little real supervision takes place. Secondly, many supervisors seem ed to have a very limited understanding o f concepts such as problem -solv ing and its place in nursing practice, prevention and pro motion and continued learning. Even when given a number of prompts, and tim e to think about it, they often could not think of anything in the practice situation exemplifying these concepts.
One can speculate that this might be a result o f their not being used to using these concepts. Supervisors might also have less opportunity to talk about their perceptions o f nursing and nurses, and therefore be less ready to ver balize on these subjects than recent graduates. W hatever the reason, the poor verbal ability of these experienced nurses has to have an influence on their interaction with other team members, thus limiting their influence and effec tiveness. This is surely som ething that needs to be ad dressed in continuing education for m id-level managers.
In their literature survey o f role modeling in professional socialization, Fitzpatrick, W hile and Roberts (1996: 512) found that role models are important at all stages o f profes sional life. The quality of the inputs from the supervisors interviewed, raises the question of where young entrants to the profession will find their role models.
Another perennial problem is the negative attitudes super visors generally expressed about degree programmes. They very often pointed out that "this graduate is different, of course", but did not allow this to interfere with their basic belief that degrees did not prepare good nurses. Some of them admitted that they had little or no experience of work ing with such graduates, but this also did not deter them from being convinced that they are bad. Graduates referred to this attitude also prevailing in their training hospitals, and one wonders what this lack of acceptance by colleagues does to shape the graduates. The general attitude is re flected in the two quotations below. 
Problem s in relationship to medical colleagues
M any o f the incidents recounted by respondents had to do with conflict between nurse and doctor. It often involved doctors not responding to or taking seriously the observa tions or reports of nurses. M any o f these incidents had negative results for patients, unless the nurse was asser tive enough to ensure that her/his input be respected. There were also incidents of doctors not taking responsibility for their own mistakes, but blaming them on the nurses.
Discussion
Com ments about P B L programmes PBL/COL graduates made many comments in which they articulated the strengths of their programmes (see example below). They knew exactly how their learning worked, what made the difference between before and after their training, and between them and other nurses. Only a single non-PBL/COL group nurse spontaneously referred to a specific positive attribute o f her training programme. It is not so much that they m entioned negatives, but that they were silent about their learning programmes. This is not true of the PBL/COL group, who were articulate about their pro grammes. Two deficits of PBL/COL programmes were mentioned across sites, but only by very few graduates. The deficits were limited content or time to study the content, and lim ited clinical learning, either through the time being too lim ited, or through clinical teaching being inadequate. W hen supervisors mentioned deficits, it was always a generaliza tion, and not referring to the specific graduate. For instance one said: "when you have been given them to supervise you have got to teach ". (Supervisor).
PBL/COL graduates were in the main very positive about their programmes. They m entioned a num ber of strengths across sites. The first strength contradicts the graduates who saw clinical experience as a problem, since many gradu ates and supervisors rem arked that they were good practi cally. One of the strongest qualitative differences between the PBL/COL and non-PBL/COL groups was in the personal developm ent that the PBL/COl group displayed to others, to interviewers and to their supervisors. One interviewer summarized this as follows: "The PBL/COL group was blos soming, but the others were just ordinary" . 
Conclusion
Based on the findings in this research, the following rec ommendations are made with regard to further research: 1. The developm ent of graduates over time, and the influence of the role models and supervision they receive in the workplace, should be further explored.
The following recommendations are made for nursing edu cation: 2. The health prom otion strategy "reorientation of the health system to health prom otion" should be given more attention in educational programmes. 3.
M ultidisciplinary teaching should be prom oted to enhance working relationships between nurses and colleagues in other health professions.
The following recommendations are addressed to the health services: 4. Nurse managers should scrutinize policies to iden tify and change those which lim it professional de velopm ent and functioning, and limit movement of new graduates into PHC. 5. Continuing education of mid-level managers should include enhancing their ability to think and talk in a professional m anner about scientific subjects.
The following recom m endations are addressed to the or ganized profession:
